appreciation of the nature of the cases and the operations has, I think, been excluded, there yet remains the incontrovertible fact that the paper is rather long.
My sole reason for laying the cases in this form before you is the profound conviction that otherwise the work had better been left undone. But the Society expressed a desire to have such reports, and that of the preceding half year was received with considerable favour.
In a certain number of reports of operative gyn?ecology there is a great want of detail in stating the difficulties encountered and the way in which these were met.
The more common plan is to content one's self with a word or two of history, a statement of the diagnosis and treatment, with the results. It is perhaps vaguely stated that great difficulty was experienced in doing something that had to be done, but that the operator, after some time, triumphed over these obstructions. Now, I hold if such reports are to be useful to the Society or to the profession at large, and not merely something to excite their curiosity or astonish them, some pains must be taken to include the grounds on which the diagnosis is founded, as well as the difficulties which were met with and the methods by which these were overcome. Wearisome collocation of irrelevant facts are, however, equally to be avoided as excessive brevity. Accordingly the Fellows will notice that in this report every effort has been made to exclude data that do not bear in an important manner upon either the diagnosis or the treatment.
With these preliminary remarks I proceed to the consideration of the cases. In endeavouring to raise the peritoneum from the surface of the tumour the latter was wounded.
This necessitated tapping immediately, and before the incision was completed. After running off as much as the large aspirator would draw, the latter was withdrawn, and the opening in the tumour having been secured with forceps, the adhesions were examined, and the upper edge of them ascertained. The adhesions were now peeled off the tumour in all directions as far as could be reached, and the incision enlarged so as to admit the hand into the peritoneum. It was then found that with the exception of a few inconsiderable omental adhesions the tumour was free, except at the lower anterior aspects. The remaining adhesions were now carefully separated all over the lower aspect of the tumour, nothing occurring that seemed to require tying.
The omental adhesions were tied, and sponges were now inserted round the incision and the tumour emptied as far as possible. A large semi-solid mass on the right posterior aspect of the tumour gave some trouble on account of the tenacity of its contents. The pedicle, which was a broad one, and very thick on its inner aspect, was found to be connected with the right broad ligament. There was no disease of the left ovary. The pedicle was secured by three silk ligatures. Haemorrhage from the stump was completely arrested. Patient passed wind on the third day, bowels were moved on the sixth day, and the deep stitches were taken out on the seventh day after operation. Eight days after operation the right parotid gland became intensely swollen, and remained so for about a fortnight ; otherwise the patient's recovery was uninterrupted. Discharged 9th August in good health.
There is little to remark regarding this case, except that the adhesions, which were pretty general in front, rendered the removal of the sac a matter of considerable difficulty. Those to the parietal surface of the abdomen were, though general, very little vascular and comparatively unimportant, had it not been for their position. But as they were situated in the line of the abdominal incision, they caused a considerable amount of trouble, and made the operation rather difficult until their extent and nature were defined by enlarging the incision. Those to the omentum were more serious, and required, of course, to be carefully ligatured.
Another point of more importance is the occurrence of parotitis. Considering the connexion, allowed on all hands to exist, between mumps and ovaritis in the female and orchitis in the male, it is not too much to expect that the sympathetic chain could work backwards, and that irritation of the ovarian nerves should produce inflammation of the parotid. I am inclined to this view the more that this is the second time I have met with parotitis after the operation of ovariotomy.
In neither of these cases was there temperature or other symptoms to lend the least colour to the opinion that the parotid inflammation was septic. After considerable difficulty the right ovary was brought to the bottom of the external wound and its pedicle secured in a Staffordshire knot, which isolated the ovary and the outer portion of the right Fallopian tube. These structures were now removed by scissors. There was no bleeding. An attempt was now made to grapple with the left tube and ovary. In order to obtain room the incision was extended upwards and the pelvis cleared of bowels, which latter were enveloped in warm moist towels. In endeavouring to isolate the left tube the cyst wall burst, and it discharged a considerable amount of thin fluid into the peritoneal cavity. This fluid was sponged out, and on re-examination it was found that the tubal cyst had completely collapsed. Whilst the adhesions attaching the left ovary were found to be more strong than was previously thought, it was therefore considered inadvisable to proceed further. The abdomen was sponged out, the bowels returned, and the wound brought together in the usual 
